REPORT
TO

THE HOUSE OF REPRESENTATIVES APPROPRIATIONS SUBCOMMITTEE
ON HEALTH AND HUMAN SERVICES

SENATE APPROPRIATIONS COMMITTEE ONHEALTH AND HUMAN
SERVICES

JOINT LEGISLATIVE OVERSIGHT COMMITTEE ON MENTAL HEALTH,
DEVELOPMENTAL DISABILTIES, AND SUBSTANCE ABUSE SERVICES

AND

FISCAL RESEARCH DIVISION

REPORT ON
THE COMPREHENSIVE TREATMENT SERVICES PROGRAM (CTSP)

Session Law 2005-276
House Bill 622, Section 10.25

June 2006

NORTH CAROLINA
DEPARTMENT OF HEALTH AND HUMAN SERVICES

DIVISION OF MENTAL HEALTH, DEVELOPMENTAL DISABILITIESAND
SUBSTANCE ABUSE SERVICES



EXECUTIVE SUMMARY

The General Assembly of North Carolina, in its 2@@ksion, passed legislation to
establish the Comprehensive Treatment Services&ro¢CTSP) for children
(children/adolescents) at risk for institutionali@an or other out-of-home placements.
The Department of Health and Human Services (DHMS) charged with the
implementation of the Program in collaboration witte Division of Social Services
(DSS), Department of Juvenile Justice and Delinqguétrevention (DJJDP), the
Department of Public Instruction (DPI), the Admingdive Office of the Courts (AOC)
and other relevant State agencies to provide appatgand medically necessary
residential and non-residential treatment alternas for the target population.

The infrastructure for Program implementation ispilace and progress continues with
expansion and quality improvement.

. The mechanism for funding community-based alteveatand eligibility
criteria was expanded in 2004 legislation.

. Collaboratives formed at the State and Local conitylgvels continue to
build capacity through policy and guideline devehamt.

. Local Management Entities (LMES) continue to proenGbnsumer
Family Advisory Councils (CFACs) and better suppmmsumers and
families in full participation and leadership.

. Families are represented in the State CollaboratinkeLocal Community
Collaboratives, which continue to formalize therustures.

. An integrated Memorandum of Agreement (MOA) existsveen all
relevant agencies at the State and local levels.

. The array of medically necessary non-residentidlrasidential services
has expanded through the development of new sedeiaitions,
approved in December 2005.

. Expansion continues with evidenced based, besearaiging best
practice community based services with new de@ingito be
implemented March 20, 2006.

. The Program served 13,201 children/adolescentsia scal year (SFY)
2005.




INTRODUCTION AND HISTORICAL CONTEXT

It has long been recognized in the public seniele that children/adolescents with
complex mental health challenges can be kept oustifutional facilities through a
coordinated system of services. As early as 13&9J)oint Commission on Mental Health
of Children called for a broad array of servicestfe prevention and treatment of mental
illness after a five-year study that started in4d.9Bhe President’'s Commission on Mental
Health urged a coordination of services in 1978t Mt until the Willie M. Program
(Soler and Warboys, 199Was the concept “system of services” translateal pnactice

on a massive scale. The Willie M. lawsuit guaradtthat each child/adolescent in the
class had the right to individualized treatmentolasn needs, rather than available
services, and to have these services provideckifettst restrictive setting possible. The
Willie M. program ended in 1998, when the lawsugtswdismissed and the State was
found to be in compliance with the stipulationghad settlement (North Carolina
Department of Health and Human Services and Noatioliha Department of Public
Instruction, 1999).

The termination of the Willie M. lawsuit in 1998gwided the opportunity to extend the
delivery of a continuum of services to all childfzaolescents with serious mental,
emotional, and behavioral difficulties in all coigst throughout the State. In its 2001
session, the General Assembly of North Carolinggésegislation to establish the
Comprehensive Treatment Services Program (CTSRhitwiren/adolescents at risk for
institutionalization or other out-of-home placengmharking the beginning of a
statewide implementation of System of Care (SOC).

The State Collaborative for Children/Adolescentd Bamilies was formed in 2001 to
promote a coalition among agencies cited by thee@dissembly in the legislation that
established the Program. The Child Mental Healttiquo of the State plan is explicit in
its support of SOC. The goal under the plan igravide a “system of quality care,
which includes accessible, culturally sensitivelividualized mental health treatment,
intervention and prevention services deliverechentiome and community in the least
restrictive and most consistent manner possibld& emphasis on a SOC has been the
catalyst for developing an inter-divisional ancemtlepartmental approach to serving
children in communities, shaped significantly bg thmilies served.

This report summarizes the progress achieved iteimgntation of the CTSP pursuant to
Section 10.25 (a) & (m) of Session Law 2005-276u$e0Bill 397.



PROGRESSIN MEETING PROGRAM INDICATORS

SECTION 10.25. (a)

The Department of Health and Human Services sloallicue the Comprehensive
Treatment Services Program for children at riskifwstitutionalization or other
out-of-home placement. The Program shall be imphteaaeby the Department in
consultation with the Department of Juvenile Justad Delinquency Prevention,
the Department of Public Instruction, and other aggpiate State agencies. The
purpose of the Program is to provide appropriatel amedically necessary
residential and nonresidential treatment alternasivfor children/adolescents at
risk of institutionalization or other out-of-hom&pement. Program funds shall
be targeted for non-Medicaid eligible children. dgram funds may also be used
to expand a SOC approach for services to childréolescents and their families
statewide. The Program shall include the following:

(2) Behavioral Health Screenings for all children/adsdents at risk of
institutionalization or other out-of-home placement

. Behavioral health screenings are performed for all
children/adolescents in the target population tghou
funding allocations to the area authorities andhtpu
programs and directed at community provider agencie
serving children/adolescents with severe emotional
disorders.

. In 2005, an initiative of the Division of Social IB8ees
(DSS)-Division of Mental Health/Developmental
Disabilities and Substance Abuse Services
(DMH/DD/SAS) with a cross-section of other commuynit
agencies, community providers and academic rese@rch
was formed to explore and develop common rules,
definitions, protocols and guidelines based on avied-
based, best and emerging best practices. A fddheo
initiative was to promote the continuity of carensces
and supports to children/adolescents needing foareror
in the foster care system. As a part of this graupeeds
assessment sub-committee is working towards stiegual
and aligning screening, assessment instruments and
protocols across child/adolescent serving agencies.

. Eligibility determination for CTSP services is anp
process with the referring community agency, the



parent/caregiver, and the LME completing the assess
process as a team.

. Health Check, which is a component of Early, Pecod
Screening, Diagnosis and Treatment (EPSDT), inre jo
collaborative agreement with the Division of Medica
Assistance (DMA) and Department of Public Health
(DPH), is to promote and provide a statewide
comprehensive system for early and periodic scneeoii
children/adolescents from birth to 21 years old \ah®
Medicaid eligible.

(2) Appropriate and medically necessary residential and-
residential services for deaf childréwho are deaf, hard of
hearing (HOH), deaf-blind).

. The State has eligibility protocols to highlighesgication for
children/adolescents who are deaf, HOH or deafdfion
specialized mental health, developmental disabdliind substance
abuse services.

. A comprehensive service array for children/adoletcwiithin this
target population has been developed and implerestétewide.
While regional clinicians provide the majority afett services,
the State assists local programs with making sesM@nguage
accessible, through interpreters as necessary.

. Specialized staff fluent in American Sign Langué88L) works
closely with public school systems, the two stateosls for the
deaf, advocacy groups, community collaborativegaAr
Authorities and County Programs, consumer and gdesvi
organizations, and family members to ensure th& $finciples
are utilized and specializesgtrvices are coordinated.

. In addition in each of the last two fiscal years, additional
interpreters have been funded through CTSP tordeeauthorities
and county programs for sign language interpretatio

(3)  Appropriate and medically necessary residential and
residential treatment service, including placemdatssexually
aggressive youtfChildren/adolescents with challenging sexual

behaviors).

. Children/adolescents with challenging sexual bedravtontinue to
be identified and included as a part of the tapggiulation eligible
for CTSP funding.



(4)

Appropriate and medically necessary residentialreord
residential treatment services for children/ad@ess are being
addressed in the new service definitions, includimgnsive-In-
Home and Multi-Systemic Therapy (MST), effective2i006.
Changes in rules have coincided with service difimichanges
for implementation consistency across service &vel

Division research is being conducted on evidenaset), best and
emerging best practices for working with childretokescents with
challenging sexual behaviors within a SOC approach.

The DMH/DD/SAS sponsors statewide training oppdties for
agencies who serve children/adolescents with aigilig sexual
behaviors, through the Annual Statewide CommunégeC
Management Conference. The 17th Annual Statewide Ca
Management Conference "Transforming to Communifyp®u
and Targeted Case Management: Making the Changed’held
November 8-10, 2004, Charlotte, NC. The 18th Ani@tatewide
Community Support/Targeted Case Management Cordernsas
held November 8-10, 2005, in Charlotte, NC.

Appropriate and medically necessary residential and-
residential treatment services, including placeradat youth
needing substance abu@ibstance-related usiegatment services
and children with serious emotional disturban¢8&D).

Legislation in SFY 2004 provided for policy and delines to be
put in place for SFY 2005 to provide more flexityilin the use of
funds. This provided additional services and suggptor benefit
children/adolescents with substance-related usediss who are
at risk of out-of-home placements.

Residential and non-residential services and suppar
children/adolescents with substance-related usedéss are being
addressed through a revision of the rules andsadefinitions to
better reflect evidenced based, best and emergisigdbactices
through a SOC approach.

A Child/Adolescent Substance Abuse Specialist pigdies in
monthly meetings of the Child Mental Health workgpcand
actively assists in incorporating substance useesfto policy
and guideline planning.



(3)

(6)

. Substance Abuse Block Grant funds are dedicatéukto
development of community-based treatment options fo
children/adolescents with substance-related usesss

. On July 20, 2005, an award from the Substance Abnde
Mental Health Services Administration was issuedTioe
Adolescent Treatment Coordination Grant for theqakof
August 1, 2005 — July 31, 2008. The project wiNelep a
sustainable infrastructure for substance-related us
treatment coordination that will strengthen theaxay of
the DMH/DD/SAS to serve adolescents in need of
substance-related use disorders and their famili@s.
project builds on an existing collaborative effoetween
parents and adolescents, DMH/DD/SAS, DJJDP and othe
child/adolescent serving public and private agenagepart
of the operationalization of the CTSP and the Mamgag
Access for Juvenile Offender Resources and Services
(MAJORS) program.

Multidisciplinary case management services, as eéed

. Child and Family Team (CFT) structures and theqers
centered plan (PCP) address case management altross
child/adolescent serving agencies. The intent mdowide
continuity of care and assist in the coordinatiod a
monitoring of multiple services to ensure that chsbi
outcomes are achieved.

. A new service definition array will be implement8gyY
2006, with definitions that serve to combine case
management functions with other interventions iasheg
the availability and coverage of evidenced-basedt{ dnd
emerging best practice services and supports.

A system of utilization review specific to the natand design of
the Program.

. Local Community Collaboratives continue to be
responsible for assessing and managing local ressuand
overseeing expenditures of service funds.

. CFTs identify and assess the needs of each
child/adolescent, in partnership with the familyetesure
comprehensive care.



(7)

(8)

Adherence to Level of Care (LOC) criteria is reqdifor
mental health services delivered through the CHatue
Options provides Utilization Review (UR) for Medida
services and has incorporated the SOC model ieio tiR
protocols. Further development of a system of UR is
underway through the State Plan to provide the righ
intensity of service at the appropriate time.

Mechanisms to ensure that children are not placedepartment
of social services custody for the purpose of oltg mental
health residential treatment services

The DSS-DMH/DD/SAS MOA developed in 2002-2003,
makes clear that unnecessary placements with tiSeddS
not allowed.

The State Collaborative has recommended that thelSo
Services Block Grant Plan include an allocatiosdove as
a flexible source of funds with specific requirernseto
divert unnecessary DSS custody.

In keeping with the principles and values of SO@ #re outcomes
identified and implemented in the PCP, familial dsmare
respected and protected. Families should not teagere up
custody of their children in order to obtain apprafe services.

Mechanisms to maximize current State and localSward to
expand use of Medicaid funds to accomplish thenirgéthis
Program.

In a memorandum from the DMH/DD/SAS on December
3, 2004, Area Authority/County Program directorgave
notified of additional CTSP Funding Guidelines WCR
and Non-UCR funds effective December 1, 2004. The
changes allow for the expansion in 2005 of theaise
CTSP funds for additional children/adolescents ateat-
risk for out of home placement, and for additioseivices.
The guidelines were to increase flexibility in tnge of

UCR and Non-UCR CTSP funding to support and sustain
SOC as a best practice for children/adolescents mvéntal
health and/or substance use disorders.

The guidelines were also to support and encoutsgeage of funds
for training and technical assistance to faciligtstem change and
establish evidenced based, best and emerging faesices in a
comprehensive SOC.



. Research in evidenced based, best and emergingraetites
indicates that in-home services such as Intensivddme and
MST promote family preservation and have positivecomes for
children with SED and their families. As a respottsthis, a
Request for Applications (RFA) to Area Authoritesd County
Programs was issued by the Division in SFY 2006tHe
distribution of $1.8 million in MH/DD/SAS Trust Fdis. Funds
were allocated as start-up funding to increasalfddblescent
mental health community-based services capaciiydifg was
specifically identified for the establishment ofdnsive In-Home
services, with respite and crisis components, @enttance existing
Intensive In-Home services in the communities.

. Services options were increased with State fundsigin
the allocation of funds reserved for family papaiion,
and other services that met the individualized sexd
children/adolescents in the Program.

. Provisions were included for LMEs and communitylaobratives
to prioritize and meet service needs using Non-U@iling for
prevention and early intervention services and stippas well as
start up for building community capacity.

. For children/adolescents identified as CTSP elgitiie
majority of funds expended for services - $257,000,
were paid through Medicaid. The total expendedugh
Integrated Payment and Reporting System (IPRY &R
earnings was approximately $30,000,000.

(9) Other appropriate components to accomplish the Rrogs purpose.

. New service definitions will go into effect in Mdr@006, with an
emphasis on services and supports, and a case ema@apgmodel
of delivery, within the context of each serviceidiion.

. Definitions will include services and supports witmodels
including MST and Intensive-In-Home Services, amin@unity
Support which are evidenced based and best prantidels
utilizing a SOC approach.

(10) The Secretary of the Department of Health and HuBevices
may enter into contracts with residential serviceyiders.

. Contracting with residential providers has been
successfully managed at the LME level; however, if



necessary the Secretary of DHHS may enter intaracist
with providers.

(11) A system of identifying and tracking children/adokents placed
outside of the family unit in group homes, therdjgefoster care
home settings, and other out-of-home placements.

. IPRS started in SFY 2004 with every LME in SFY 2005
successfully billing IPRS, except for Smoky Mountai
Center and Piedmont Behavioral Health Care who are
engaged in pilot demonstration projects which ideltheir
CTSP funding.

. The State Collaborative formulated a Communication
Protocol that is in place to delineate the procesldior
local MH/DD/SAS, DSS, Local Education Authorities
(LEASs) and juvenile justice agencies use if they ar
involved with a child/adolescent who is transfegrirom a
local community to receive residential serviceamother
community.

SECTION 10.25 (b)

In order to ensure that children/adolescents ak fs institutionalization or other out-
of-home placement are appropriately served by taetai health, developmental
disabilities, and substance abuse services systenDepartment of Health and Human
Services, Division of Mental Health, Developmetisiabilities, and Substance Abuse
Services shall do the following with respect twises provided to these children:

Q) Provide only those treatment services that are nalgi necessary.

. Service definitions identify medically necessarytrance Criteria,
Continued Stay Criteria and Discharge Criteria,ststent with the
Child Level of Care Criteria. Criteria provide dance for the
decision-making process in ensuring the needsitufren/
adolescents are clearly identified, addressed eassessed for
services and supports on the continuum of treatmeeds and
outcomes.

. The DHHS is charged with the implementation of Bmegram in
collaboration with the DSS, DJJDP, the DPI, ancptklevant
State agencies to provide appropriate and medinaltgssary
residential and non-residential treatment altevestfor the target
population.

10



(2)

3)

Implement utilization review of services provided.

[

The DMH/DD/SASis expandinghe system of UR of all the
services, including those specific to CTSP.

Adopt the following guiding principles for provisiof services:

(@)

(b)

(©)

Service delivery system must be outcome-orientdaealuation-

A SOC approach incorporates and requires adheteribe
principles referenced in the 2004-2005 legislatiohSP
continues to be implemented through a statewide SOC
approach, i.e., outcome-oriented, evaluation-based.

Outcomes data is being collected for children/ast®ats
through the North Carolina Treatment Outcomes and
Program Performance System (NC-TOPPS).

Services should be delivered as close as possilitestchild’s

Principles and values of the SOC include continaftgare
for all eligible children and is supported throuzsse
management and interagency planning and trainitig wi
the family through the CFT.

Services selected should be those that are magerffin terms of
cost and effectiveness.

The integration of all involved parties in one
comprehensive CFT reduces duplication of servioés a
fragmentation of delivery. Services delivered thiese
agreed upon by the CFT and approved through UR.

Evidence based, best and emerging best practices,
including the SOC approach continue to be iderntiéiad
developed for implementation through service dabni
and rule revision to ensure efficient and effectieevices
and supports.

In 2005, research and evaluation on evidenced basstl
and emerging best practices for children/adolescsat
initiated and continues to be promoted and conducte
through the North Carolina Practice Improvement
Collaborative (NCPIC).

11



(d)

(e)

Services should not be provided solely for the enience of the
provider or the client.

Services are those determined through the prodels o
PCP to identify and address positive life outcothesugh
addressing medically necessary needs of the
child/adolescent. The CFT includes cross agencyces
and service providers so there is full community
representation and collaboration consistent wifQ&C
approach.

Families and consume(shildren/adolescentsre involved in
decision making throughout treatment planning aabiveéry.

The MOAs outlining specific agency responsibilitieghe
planning and care for affected children/adolesckat®
been signed by agencies at the State and locdsleve

A core value of a SOC approach is the active inmolgnt
of families at all levels of service, program apdtem
activities.

A parent of a child/adolescent with SED co-chaes $tate
Collaborative and all Local Community Collaborasve
require, support and actively encourage full pgréiton of
family members to represent the interests of |éaailies.

Recent allocation of CTSP funding includes a mamgat
dedication of a percentage of funds to support the
involvement of families in SOC. Family members aely
participate in the State Collaborative and in Local
Community Collaboratives.

Families are key to meeting the challenge in boddi
capacity throughout North Carolina’s human seryices
educational and juvenile justice agencies anden th
expansion of SOC.

A high priority and key component of the Mental Hlea
Planning Council is family involvement to ensuréeefive
planning for services and supports for childrenlesitents
and their families.

The DMH/DD/SAS continues to work closely with fagnil
members through the State Collaborative for Chiltre

12



Services in revising the Child Mental Health Plan
addressing other child mental health initiatives.

In addition to working through the State and Local
Collaboratives, in SFY04-05, the DMH/DD/SAS worked
closely with organizations and advocacy groups e a
primary interest in child mental health to increéesmily
member involvement locally and on the state levVidiese
groups include the Mental Health Planning Courtb#,
National Alliance for the Mentally Ill, the Mentilealth
Association, Families CAN, the NC Family Support
Network, the Child Advocacy Institute, and the Coanet
for Children, Coalition 2000, North Carolina Faredi
United and parent support groups in local commesiiti

Collaboratives, the planning structures with repneéatives
from all child-serving agencies and community
stakeholders, are being supported and maintainix at
State and local levels.

CTSP legislation requires the Collaboratives tdude
family members and consumers who have
children/adolescents currently in the system or Wwine
been in the system.

A Community Collaborative Survey, conducted in June
2005 assessed the effectiveness and involvement of
families and consumers of the Local Collaboratives.

The number of children/adolescents served by CT&Bsf
has increased. Approximately 13,201 children/ast#ats
were served in SFY 2005, a major increase compartte
2,941 served in SFY 2001, with the initiation of th
Program.

UCR and Non-UCR Expendituresfor SFY 2004 and SFY 2005

SEY 2004 SEY 2005 *
UCR $34,683,047 | $25,089,268
Non-UCR | $908,198 $2,720,957

* Note that the numbers for 2005 do not includeadat both Piedmont and Smoky
Mountain as a result of their pilot demonstratioojgcts.

4) Implement all of the following cost reduction ségies:

13



(@)

(b)

(€)

SECTION 10.25 (c)

Preauthorization of all services except emergemeyises.

. CFTs, through the process of the PCP develop médica
necessary supports and services for positive olgsom

. Each service definition incorporates the Initial,
Continuation and Discharge criteria which provide t
protocol for guiding decision-making in providinggtright
intensity of service at the appropriate time.

Levels of care to assist in the development otrmneat plans.

. New initiatives will be effective in 2006, to ensupcal
management by the LMEs in providing UR for all stat
funded services, including those funded by CTSRalo
Community Collaboratives manage utilization atltieal
aggregate level.

Clinically appropriate services.

. The Initial and Continuing Authorization Criterig@stribe
the clinical indicators that should exist to comesithe
authorization of a particular service and faciétaare
management.

The Department shall collaborate with other affecBtate agencies such as the
Department of Juvenile Justice and Delinquency &ngen, Department of
Public Instruction, the Administrative Office oktRourts, and with local
department of social services, area mental healtigrams, and local education
agencies to eliminate cost shifting and facilitatst-sharing among these
governmental agencies with respect to the treatraedtplacement services.

The State Collaborative’s list of accomplishmestextensive.
This group has provided valuable input into the NOPPS, and
supported the pursuit of grant and foundation fuaidbe state,
regional and local levels. The Collaborative isresented by
DHHS, DJJDP, DPI and respective divisions & stedfi these
state agencies, NC Interagency Collaborating Céusdvocates,
families, providers, community collaborative parsyend the
faith-based community.

The primary focus of the CTSP legislative initi&tiig provision of
services and system collaboration with a focustollien with

14



SED who are served by multiple agencies, and arer iat risk for,
out of home placement. Emphasis is placed on faimidglvement
and agency collaboration at local, regional antedevels.

. Through the collaboration of state agengctigersions have
occurred from training schools, state psychiatigtitutions and
DSS custody.

. Initiatives like the Managing Access for JuvenildeDder
Resources and Services (MAJORS) program providaisi@ion,
diversion, training and technical assistance tstulte-related use
and SED juvenile justice involved children/adolagse

. State agencies continue to collaborate to eliminagt-shifting
and facilitate cost-sharing. Agencies includingl pRvide much
of the matching funds required of federal grangstipularly in the
SOC Demonstration Projects.

. A cooperative agreement between DPI and the DHIidiBtédes
compliance with the regulations set forth undet Ba(3-20) of the
Individuals with Disabilities Education Act (IDEAsaamended) as
they pertain to children with disabilities servedidmth agencies.
This agreement focuses on providing educationaices for
students with disabilities that are in DHHS residdracilities.
The DHHS serves as a Local Education Agency (LEA) w
education.

. The State Collaborative continues to meet monthlly the goal of
improving outcomes for children/adolescents andlfes)
especially but not limited to those with MH/DD/S&eds, through
an SOC framework for community based services apgats.

SECTION 10.25. (d)

Department shall not allocate funds appropriatedPoogram services until a
Memorandum of AgreemefiMlOA) has been executed between the Department
of Health and Human Services, the Department ofi@ufstruction, and other
affected State agencies.

* The State Collaborative has been successful inlalewng one
integrated MOA between all relevant State agenaietyjding DHHS,
DPI, AOC and DSS, Area Authorities and County Paogs, and
LEAs. The MOA delineates responsibilities of lochlld-serving
agencies.

15



* The current MOA is in effect and a meeting of televant agencies
was held to review commitments and make necessjuigtanents that
are reflective of changing mandates between arfimwibhe individual
agencies.

SECTION 10.25. (¢)

Notwithstanding any other provision of law to tlemtrary, services under the
Comprehensive Treatment Services Program, are mehétlement for non-Medicaid
eligible children served by the Program.

» All training and correspondence relevant to thmd@emphasizes that
services are not an entitlement.

SECTION 10.25. (f)

Of the funds appropriated in this act for the Costnsive Treatment Services
Program, the Department of Health and Human Sesvet®all establish a reserve
of three percent (3%) to ensure availability ofsadunds to address specialized
needs for children with unique or highly complerlgems.

» The North Carolina DMH/DD/SAS issued the Decemhe&2(®4
memorandum, “Expanded CTSP Funding Guidelines feaA
Authority/County Programs for UCR and Non-UCR Funds

* The Division approved Non-UCR CTSP funding realtawas for
twenty area authorities and county programs. Atghaaxities and
County Programs approved for Non-UCR expenditureewequired
to submit year-end activity reports by August 3102 The Non-UCR
funding requests that were approved in SFY 04-@8dd $2,720,957.
SECTION 10.25(g)
The Department of Health and Human Services, ijuomtion with the Department of
Juvenile Justice and Delinquency Prevention, Departt of Public Instruction, and
other relevant agencies, shall report on the follgy/Program information:

(2) Number and other demographic information of chitdserved.

. A total of 13,201 children/adolescents were seimedlFY 2005.

16



(@)

@)

The number of referrals from various sources, paldrly from
schools and the public health system has incre@sedting in the
increased number of children/adolescents enrotiébde Program.

Children/adolescents served by CTSP funding wexd@mninantly
Caucasian, the remaining include a diversity ofgsabps; about
39% were African Americans; 1 percent (1.4%) weatie
Americans (Chart). The “Other” category includedsh of Asian
origin (.2%). The “Hispanic” category consistedLatinos from a
variety of ethnic backgrounds.

Other  Latino

1%
8% African American

39%

Native American

Caucasian 1%

51%

(N = 13,201)

Amount and source of funds expended to implemerRribgram.

About $257,000,000 was expended to serve childréing program
with the bulk expended through Medicaid funding.

The total expended through IPRS for UCR earnings wa
approximately $30,000,000 based on claims paidifir@January
2006.

Information regarding the number of children screénspecific
placement of children, including the placementrofdcen in programs or
facilities outside the child’s home county, andatreent needs of children
served.
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All children/adolescents referred for enrolimertbithe Program are
screened to determine whether they meet eligibsliteria and are
eventually entered into the IPRS data base. Horyéwe total number
who was screened by all of the child-serving ageswaiho did not
meet the Program’s eligibility criteria is unknown.

Data Collected between July 1, 2005 and Decemhe2®15, on
6,295 children/adolescents through the web-based @EPS showed
most of the children/adolescents lived with theirgmts or guardians
(76%); 17 percent were in group homes.

Living Situation
Parent or Guardian Home 76%
Residential Program 17%
Institution/facility 2%
Temporary Housing 4%
Other 4%

The number of children entering DSS custody forfitse time
increased slightly from 5,565 in SFY 2004, to 5,883%FY 2005.
However, the percentage of children/adolescentsaeed in non-
family settings declined from 22 percent in SFY 20@18 percent in
SFY 2005.

(4)  Average length of stay in residential treatmeransition and return to

home.
Average Length of Stay in Residential Treatment SFY 2005
Type of Service Number of children and Average Length of
adolescents served Stay (Days)
Level Il 2,657 170
Level llI 4,428 163
Level IV 201 98
Psych. Residential Treatment (PRTF) 298 114
Inpatient hospital 1,428 19

Each of these services has specific medical négesgjuirements so
that a child’s needs are matched to the corree dfpesidential
setting and goals are specified in the child’s ®eiGentered Plan.
When a child has achieved his/her goals relatede@esidential
service that is being provided, the child may titams back to his/her
family or to a less intensive level of residentate if that is needed.
A utilization review process is in place to monipvogress toward
goals and to determine whether the individual iseed of continuing
to receive service at the current level of resideservice or whether
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(5)

(6)

services of less or greater intensity are indic&taneet the individual
child’s current needs.

The number of children diverted from institutiomsother out of home
placements such as training schoof®(th Development Centerahd
State psychiatric hospitals and a description @f $krvices provided.

* Initiatives like the MAJORS program provide evalaag training,
technical assistance and diversion from court meolent to
substance-related use juvenile justice involvettiobin and
adolescents.

» With the dismissal of the Willie M. lawsuit, ancetintegration of
children/adolescents into a more comprehensive afra
MH/DD/SAS, the LMEs no longer tracked diversions of
children/adolescents who were part of the Williedi&ss.

Recommendation on other areas of the Program teatiio be improved.

Children/adolescents who are at risk for co-ocogrgervice needs
such as those experiencing fetal alcohol syndrgreetsum
disorder, those who have been exposed to commandgmestic
violence and other trauma will need a differentlesf clinically
trained professionals who can provide trauma spefci€used
treatment services. Recommendations to address tieesls are
contained in three different reports being draftedelease in SFY
2006; one, a legislative study regarding domestkeace and
mental health/substance-related use treatment needsecond, an
Institute of Medicine report on prevention of chifchltreatment
and the third, a school mental health strategin ghaough the
State Collaborative.

Building provider capacity as a whole continuebéaa focus,
especially in assessment, diagnosis, and implertemiaf
evidenced based, best and emerging best practices.

Cross- agency training and education needs toftegjaent, on-
going activity to help staff from various child-serg agencies to
better understand each agency’s role in the sedetieery
process, the individual mandates, and potentialdyarto service
coordination for each agency.

Private providers, children/adolescents and fasidientinue to

need incentives for training to ensure the Syste@ane approach
and community collaboration is being successfultegrated into
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all levels of supports and services, and how CTisidihg can be
utilized in non-traditional as well as traditiovedys.
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